Ozurdex^®^ (Allergan, Inc., Irvine, CA) is a 0.7-mg intravitreal biodegradable steroid (dexamethasone) implant with sustained release for up to 6 months. The implant is inserted into the vitreous cavity using a 22-ga applicator and is one of the treatment modalities for retinal vein occlusion associated with cystoid macular edema.

Case Report {#sec1-2}
===========

We present the case of a 72-year-old patient with branch retinal vein occlusion (BRVO) who developed endophthalmitis after an Ozurdex^®^ intravitreal injection. The patient had been treated regularly with 11 ranibizumab (Lucentis^®^) and 5 dexamethasone (Ozurdex^®^) intravitreal injections since September 2014 when he was first diagnosed with right eye BRVO. In April 2018, patient received the sixth Ozurdex^®^ injection without any immediate complications. The procedure was performed in theater with topical and subconjunctival anesthesia under aseptic conditions and chloramphenicol 0.5% drops were instilled at the end. Chloramphenicol 0.5% drops were also given to take at home 4 times a day for 5 days. Preinjection best-corrected visual acuity right eye was 6/36.

Patient presented 4 days later with painful right eye with counting fingers vision. Anterior segment examination did not show any inflammation in anterior chamber, right eye intraocular pressure was 38 mmHg, and fundus examination revealed vitreous haze. Patient with bilateral ocular hypertension, already under topical medication: latanoprost, timolol, and brimonidine, was started also on oral acetazolamide 250 mg 4 times/day as the increase in pressure was thought to be caused by the dexamethasone implant. As no signs of anterior segment inflammation, vitreous haze was thought to be subsequent to a small resolving vitreous hemorrhage at the time of the Ozurdex^®^ injection.

The following day when patient was seen, a clinical diagnosis of endophthalmitis was made: he had developed 1.4 mm hypopyon without fundus view, B-scan ultrasound examination revealed extensive vitreous debris, and the team decided to perform vitreous biopsy and vitrectomy as soon as possible on the same day. Meanwhile waiting for surgery, the hypopyon was seen to be rapidly growing to 1.8 mm when the slit-lamp photo was taken \[[Fig. 1a](#F1){ref-type="fig"}\]. During vitrectomy, a very thick vitreous was observed and the dexamathasone implant was surrounded by fibrous reaction. We decided to leave the implant in the eye and to perform very meticulous cleaning around it. At the end of the procedure, intravitreal vancomycin 1 mg and ceftazidime 2 mg were injected. Anterior chamber washout was also performed and intracameral cefuroxim was injected. Patient was also started on oral levofloxacin 500 mg once a day and 2 hourly topical levofloxacin and prednisolone 1% drops.

![(a) Slit-lamp examination at presentation: conjunctival injection, 1.8 mm hypopyon; (b) slit-lamp examination 2 days after vitrectomy and intravitreal antibiotics: conjunctival injection, 0.4 mm hemorrhagic hypopyon; (c) ultrasound showing extensive vitreous inflammatory reaction; and (d) intraocular image with dexamethasone implant (arrow) mushy appearance before removal by cutter](IJO-67-424-g001){#F1}

First day postvitrectomy, anterior segment examination showed a 2-mm hemorrhagic hypopion which had decreased by next day to 0.4 mm \[[Fig. 1b](#F1){ref-type="fig"}\]. Vitreous biopsy was cultured on conventional media and results showed coagulase-negative *Staphylococcus* sensitive to ciprofloxacin, clarithromycin, and flucloxacillin. *Staphylococcus lugdunensis* was identified using matrix assisted laser desorption/ionization time of flight (MALDI-TOF) mass spectrometry technique (matrix-assisted laser desorption/ionization time of flight). Third-day postvitrectomy, anterior segment examination showed remission of hypopyon, but B-scan ultrasound examination revealed extensive vitreous debris building up \[[Fig. 1c](#F1){ref-type="fig"}\], so the team decided to perform revision vitrectomy with removal of the dexamathasone implant (which no longer had a firm appearance) and to fill the eye with silicon oil (2000 cs) and repeat the 1 mg vancomycin intravitreal injection \[[Fig. 1d](#F1){ref-type="fig"}\]. Vancomycin sensitivity was not tested, but because current protocols recommend vancomycin for all gram-positive bacterial endophthalmitis, we decided to repeat the antibiotic injection. Two days after second surgery, patient was able to count fingers at 1.5 m. At 3 weeks review, eye remained comfortable, intraocular pressure controlled with topical medication, and vision was counting fingers at 1.5 m \[[Fig. 2](#F2){ref-type="fig"}\]; 3 months later, we have performed silicon oil removal and ranibizumab intravitreal injection, final vision becoming 6/36, the same as before the endophthalmitis episode.

![Topcon OCT at 3 weeks review postvitrectomy showing small intraretinal fluid pockets; fundus photo--silicon oil interface reflex, superior branch retinal vein occlusion with previous sectorial panretinal photocoagulation laser scars](IJO-67-424-g002){#F2}

Discussion {#sec1-3}
==========

To our best knowledge, this is the first described case of *S. lugdunensis* endophthalmitis following Ozurdex^®^ injection.

Endophthalmitis appears to be a rare event as proven by Stem *et al*. who has described 5 cases of endophthalmitis in 3593 Ozurdex^®^ injections' database. Four out of five cases were culture positive for *Staphylococcus* species (*Staphylococcus epidermidis*, *Staphylococcus aureus*, and *Staphylococcus schleiferi*). Ozurdex^®^ implant was removed only in one of the five endophthalmitis cases, which brings up an important question as to remove or not the implant and if that would change the course of the treatment of endophthalmitis.\[[@ref1]\]

Coagulase-negative staphylococci are among the most frequent constituents of normal skin flora and can be common contaminants in clinical specimens, as well as agents of infection. The most common suspected source of endophthalmitis is normal conjunctival flora for *Staphylococcus* species or aerosolized droplet contamination from the oropharyngeal tract for streptococcus species.\[[@ref2]\] The majority of *S. lugdunensis* endophthalmitis reported cases are characterized by an insidious onset -- an average of 1 week after intraocular procedure: cataract surgery, intravitreal injections, or open globe repairs.\[[@ref3][@ref4]\] There are also *S. lugdunensis* endophthalmitis cases following intravitreal injections with early onset as presented by Murad-Kejbou *et al*. with aggressive course of disease leading to poor visual outcomes ranging from 6/30 to hand movements.\[[@ref5]\] *S. aureus* and *S. lugdunensis* have similar clinical infection course and patients appear to have greater hypopyon height as compared to other coagulase-negative *Staphylococcus* endophthalmitis cases.\[[@ref6]\] Our endophthalmitis case had similar presentation to the above description with insidious onset and rapid growing hypopyon once the endophthalmitis was in full bloom \[[Fig. 1a](#F1){ref-type="fig"}\].

The particularity of this case resides in the treatment approach we have chosen. We have not removed the implant initially, though many case reports highlighted the importance of Ozurdex^®^ removal.\[[@ref7][@ref8][@ref9]\] We based our decision of not removing the implant on Stem *et al*. study which showed that is not necessary in all cases to perform vitrectomy or to remove the dexamethasone implant.\[[@ref1]\] Three days postvitrectomy, ultrasound proved worsening of vitritis \[[Fig. 1c](#F1){ref-type="fig"}\], so we took the decision to do revision vitrectomy with removal of implant which at that time had a mushy appearance and was eaten easily by the cutter \[[Fig. 1d](#F1){ref-type="fig"}\].

Chiquet *et al*. has shown that postcataract surgery *S. lugdunensis* endophthalmitis cases are characterized by a worse final functional prognosis and have a higher risk of postvitrectomy retinal detachment compared with other coagulase-negative *Staphylococcus* endophthalmitis cases as the organism causes more necrozis and thereby retinal detachment.\[[@ref3]\] Silicon oil is known to have antibacterial properties and several studies have shown the benefit of silicon oil in endophthalmitis cases without retinal detachment.\[[@ref10]\] Taking in consideration the above facts, filling the eye with silicon oil in our case was a logical approach and the final visual acuity of 6/36 after silicon oil removal was more than we have hoped for.

Conclusion {#sec1-4}
==========

In conclusion, primary removal of steroid implant and filling the eye with silicon oil appears to be a good approach to any severe endophthalmitis case following Ozurdex^®^ intravitreal injection, especially if infection with *S. lugdunensis*. Final visual acuity of 6/36 in our case was better than all other Ozurdex^®^ endophthalmitis cases from international literature which had a maximum gain in vision of 6/60.\[[@ref1][@ref2][@ref7][@ref8]\]
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